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Introduction ..._.—sss— a 


Global Perspective 


The children of the world are innocent, vulnerable, dependent yet active and full of 
hope. Their time should be one of joy and peace, learning and growing. Their lives 
should mature, as they broaden their perspectives and gain new experiences. But 
for many children, the reality of childhood is altogether different. 


Each day, countless children around the world are exposed to dangers that hamper 
their growth. Millions of children suffer from the scourges of poverty, hunger, , 
epidemics and illiteracy. Each day, 40,000 children die from malnutrition and 
disease, from lack of clean water and inadequate sanitation facilities which can be 
prevented by improved hygiene. Sixty percent of these deaths are a result of 
dehydration and could be prevented by low-cost Oral Rehydration Therapy. 


The September 1990 World Summit for children has committed integrate efforts to 
check child deaths and malnutrition on the present scale by the year 2000 and to 
provide basic protection for the normal physical and mental development of all the 
world’s children. 


Enhancement of children’s health and nutrition status is the basic duty of all nations 
and a task for which solutions are now within reach. Child and infant mortality is 
unacceptably high in many parts of the world, but can be lowered dramatically with 
means that are easily accessible. Half a million mothers die each year from causes 
related to childbirth. Safe motherhood must be promoted in all possible ways. The 
family, as a fundamental group and natural environment for the growth and well 
being of children, should be given all necessary assistance. In many developing 
countries 20 - 25% of the children die before reaching the 5th birthday, resulting 
in an estimated 15 million deaths annually. Hence most health ministries have 
started a global promotion of “Child Survival Revolution” based on the GOBIFF 
strategy, an acronym for Growth Monitoring, Oral Rehydration, Breast-feeding, 
Immunization, Food supplement action and Family welfare. 


Based on the present trends, approximately 130 million children will die of disease 
and malnutrition in the decade of the 1990’s. The goals to be achieved by the year 
2000 A.D.include 


@ Eradication of neo-natal tetanus 


@ Reduction in measles deaths (measles easily preventable by immunization, kills 
approximately 1.5 million young children every year) 


@ Reduction of child deaths caused by diarrhoeal diseases 


@ Reduction in child deaths caused by acute respiratory infections by low-cost 
anitbiotics which can prevent most of the 2 million child deaths a year. 


Family planning education and contraceptive protection is to be made available to 
all couples, since risks to life of the mother and the child are doubled when births 
occurs within an interval of less than 2 years. In poor communities, death in 
childhood is as common as these among children who are not exclusively breast- 
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- 6 months of life. Eradication of Vitamin A deficiency, iodine 
g the incidence of low birth weight and a 
rvival. 


fed for the first 4 | 
deficiency, iron deficiency; reducin ) 
reduction in child malnutrition are some other factors for child su 


Universal access to clean water and safe sanitation, improved hygiene, can prevent 
ilInesses such as diarrhoea, and malnutrition which are frequent illness Causes. 
Safeaccessible water supplies would also reduce the work load of women and allow 


time for proper self and, child care. 


Malnutrition of one - third of the developing world’s children saps the development 
of people and of the nation. A direct attack on malnutrition is needed and 
governments willing to make that effort now have effective and affordable measures 
to do so. Some major causes of malnutrition could now be addressed by 
empowering parents with today’s knowledge about child growth. 


Every year in the developing world, over $1 billion is spent on treatment of 
diarrhoea and respiratory infections, the two most ‘common diseases of childhood 
and, the cause of approximately half of all child deaths. Unchecked, they will kill 
another 80 million children in the 1990's. 


Particularly important, as the 1990s begin, is a stepping up of efforts to defeat 
measles, tetanus and polio. Family planning, education and service basic education, 
safe water and sanitation facilities are health knowledge for all; complete elimination 
of the guinea worm disease; elimination of Vitamin A, iodine deficiency disorders; 
Observance of rights of the Child and protection for children in different 
circumstances, are some other goals for 2000 AD. 


On the present trends, the yearly birth rate of children is predicted to peak in the 
year 2000, and then, begin to fall. The children of the 1990’s will therefore be the 
largest generation, which will face - the challenge of protecting their lives, growth, 
education, rights and their survival. 


Indian Perspective | 


High incidence of infant mortality and morbidity are the two major child health 
concerns in India. Although mortality rates came down from 204 per 1000 live births 
in 1915 to 95 in 1987, rates continue to be very high as compared to those of 
other developing countries. Also within the country, rural IMR (Infant Mortality Rate) 
is high - 102 in 1988 as compared to 61 in urban areas. 


IMR depends on several factors - social, economic, biological, environmental and 
infrastructural. Studies establish high mortality rates due to diarrhoeal, gastro- 
intestinal and respiratory diseases. The Palghar and other studies revealed that 
excessive neo-natal mortality are caused by pre-natal conditions, low birth weight, 
complications out of early marriage and early pregnancy, and nutritional deficiencies 
of mother. 


Survival of child at birth depends primarily on conditions associated with pregnancy 
and health of mother, and partly on care during child birth. Hence, there could be 
a large number of factors which might influence survival of child and its 
development. Through the formative stages of life and its development, it is 
necessary to see the child together with the mother. Therefore health & nutritional 
Status of the mother before birth, and after birth, nutrition, health care, safe 
environment, are important factors. But what the mother is to the child is determined 
by her situation of life and status in society, as a person and as a woman, which 
is rarely given importance. 


The passage from childhood to womanhood is admittedly difficult for a large 
segment of the female population, despite the general trend of hopeful change in 
socio-economic indicators. Yet these socio-economic disabilities to which a girl or a 
woman is subjected is, therefore, a central focus of the discussion on the human 
condition through the life cycle. 


Many of the basic concepts of primary health care are derived from Maternal and 
Child Health Care practices, and existing infrastructure should be utilized in the 
integration process wherever feasible. Integration of the two services should take 
place on several fronts - horizontally to link together and coordinate the range of 
developmental services including health, education, agriculture, water supply and 
sanitation, transport, communications, etc.; vertically by ensuring the vital linkages 
between different levels of care - (national to district to health center to community 
levels). 


Effective strategies for child survival could involve Immunization, AR! (Acute 
Respiratory Infection) control, ORT (Oral Rehydration Therapy) education, health 
education of mothers, inservice training for health staff. This, linked up with early 
identification of pregnancies especially for ‘at risk ‘ mothers for ante-natal care, birth 
attendants training, strengthening of referral systems, iron and folic acid 
supplementation coupled with overall socio-economic development, could be 
effectively harnessed. 


However in developing and operationalising a strategy, the following was envisaged 
as a sequence of processes :- 


Planning at the state level and district level after reviewing the status quo 
mobilization and communization that involves social mobilization, involve vent of 
NGOs, communicating for action plan; training methodologies and materials to ee 
developed involving programme managers, paramedical workers, village leve| 
functionaries, specialist groups and NGOs; materials and resources manag or [ 
regarding supplies logistics, materials, repair and maintenance of medical equipme 
financial/administrative support; management information systems and epiden c 
control, diseases surveillance; and intersectoral linkages - with ICDS, DWACRA, 
urban basic services programme, collaboration with Panchayat. Fs fe 
As far as CHETNA, our NGO (Non Government Organisation) specializing in health 
training and education is concerned, the above elements of training of health — 


functionaries, health education and communication are being addressed, as they 
under the preview of its activities, being a support level organization focusing on. 


preventive health. ab 
With this in view, the Child Survival Project, was undertaken during early 1984 ith 
financial assistance from the Ford Foundation. : es 


The focus of this documentation is to share CHETNA’s experiences of | 
training and education strategies adopted in the above project. It may 
guideline which can be well adapted in any Child Survival Project. a 
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Overall Objectives of the Child Survival 
Project 


The National Child Survival programme aims to reduce the infant, child and maternal 
mortality. To contribute in this effort, CHETNA undertook the child Survival Project. 
The major thrust of this project was to develop innovative training and education 
Strategies for child survival. CHETNA from its past experiences in the field of health 
education and training had identified gaps existing in the following areas. 


- Methodology of Training of grass root level health workers. 


- Communication skills of workers at Grassroot level, Supervisory level and 
at Trainer’s level. 


- Unavailability of the appropriate health education material. 


Keeping these gaps in view, the CHETNA Child Survival Project aimed to achieve 
the following objectives: 


1. To develop an appropriate need based training methodology and strategy. 
2. To design and develop field tested health education material. 


3. To enhance health communication skills of the village level workers. 


Project Area 


The Child Survival health training effort of CHETNA was initiated at Ahmedabad and 
Panchmahal district of Gujarat state. 


Self Employed Womens Association (SEWA) is situated in Ahmedabad is actively 
involved in upliftment of Self Employed Poor women approached CHETNA for 
training support for their community health programme. 


Sadguru Water and Development Foundation (SWDF) is working in Panchmahal 
District a tribal belt of Gujarat. It started its activities to lift irrigation and has now 
expanded to different direction of rural development. They were also in the process 
of building their heaith programme. CHETNA joined them to provide training support. ~ 


Both the organisations had initiated health programme focusing on preventive community 
health. They were providing health services and monitoring and implementing the 
health programmes CHETNA being a support organisation joined with both the 
organisations with specific strength of training and health education. The details regarding 
the activities of both the organisations are given in (Annexure - 1) 


Area Profile 
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Area Profile 


Panchmahals 


The project was implemented in 30 villages of Dahod block of Panchmahals district. 
This is a tribal district of Gujarat, on the border of two other states Rajasthan and 
Madhya Pradesh. The area is underdeveloped in terms of resources and socio- 
economic conditions. Educational and health status of the people is very poor. It 
was a dense forest area several years ago. At present it is entirely barren with only 
some scarce (drought withstanding) vegetation. Constant soil erosion over the years 
have left behind the calceous rocks in huge piles and mounds rendering these 
areas unsuitable for cultivation. Scarcity of rain in the past has made this area dry 
and parched, besides bare. The community is a tribal community which depends 
entirely on rainfall for the agriculture until the lift irrigation scheme was introduced 
by SWDF. During the non agricultural season the young people of the community 
migrate towards the nearby cities for construction work/labour. 


Water and Sanitation Facilities 


The main source of household water is the handpump. For irrigation purposes the 
SWDF has implemented a lift irrigation scheme There are no sanitation facilities. 


Health Facilities 


The community receives health services from the Government, Primary Health 
Centres (PHC) The para medical staff of PHCs provide curative health care at the 
village level. The para medical staff of SWDF in collaboration with Govt. also 
provides immunization, iron and vitamin A supplements, deworming facilities etc. 
Some curative health care services are also provided by the SWDF. 


The village TBAs (Traditional Birth Attendants) who perform deliveries and the 
traditional healers (Bhuva or Bhagats) provide herbal traditional medicines for minor 
aliments. 


Ahmedabad Urban Slum 


The project was implemented in 3 slums of Ahmedabad namely Shankarbhuvan, 
Bapunagar & Bhaipura where the poor people from different states have migrated 
to earn their living. These are crowded places and people stay in small hutments. 
Both the husband and wife earn to support the family. Usually the women are self- 


employed. 


Water and Sanitation Facilities 


provided tap water facility on the basis of population. The taps 


The municipality, has 7 aWe | 
are usually broken and the area surrounding the taps is unhyglenic. Community 


sanitation facilities (toilets) are extremely dirty without being cleaned or used. They 
are more of a nuisance then a facility. People defecate in the nearby open area. 


Health Facilities 


There are no proper health facilities for this particular area, people take advantage 
of the community hospitals. Since hospitals are far away, they take treatment from 
the neighboring private doctors. Hence treatment is expensive for this Community. 
The slums also have TBAs and local healers who provide health services. 


Ahmedabad Rural area 


The villages namely Vichhiya and Bhumali around Ahmedabad city and 7 villages 
of Kheda District were included in the programme. The community here is more 
involved in agricultural activities. Their standard of living depends on agricultural 
income. 


Water and Sanitation Facilities 


Water is obtained through hand pumps or pipelines. As there are no sanitation 
facilities people go for defecation in the farms; children usually defecate near the 
house making the environment very unhygienic. 


Health Facilities 


The community receives health facilities from the nearby Primary Health Centre run 
by the State Government. Also there are private practitioners who provide drugs at 
high prices. The TBAs and local healers provide their services as well. 
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Understanding the community © 


mme is a key strategy to make health services 
accessible, affordable and socially acceptable. However presently in majority of 
Government health programmes the community is involved only aS a passive 
receiver of health services. The present health programmes are strongly supply 
ed which tend to ignore social constraints for effective use of health services. 


Community based health progra 


orient 
In the true sense, community participation in health programme refers to an 
active process whereby beneficiaries influence the direction and execution of 
the project rather than merely receiving the services. 


Keeping this in view the present project aimed to enhance community participation 
through the following active processes. 


@ Empowerment 
@ Capacity building on preventive health concerns within community 


® Capacity building within the implementing organization to achieve preventive 
health 


The key principles of participatory philosophy were considered crucial to achieve this. 
Today the word, participatory approach or programme is used quite frequently. 
However the real meaning of participatory programme is not yet understood and 
therefore it does not provide any specific results. A meaningful participatory 
programme facilitates social change. The process provides opportunity to individuals 
for personal and group change, to acquire appropriate values and attitudes 
necessary for building a just and eglatarian society. 


During the Child Survival Project, SEWA, SWDF & CHETNA judiciously used the 
Participatory principies, which are highlighted here within the context of the 
programme. 


12 


ae 
. 


1. People are concerned about issues 
relevant to them currently ee 


People always act on the issues which are most important to them, for which they 
have strong feelings. There is a very strong link between emotion and motivation 
to act. And therefore it is necessary to know or identify the issues on which the 
community reacts with emotions, hope, anger or fear. When the work is based on 
such issues the energy of the community can be channelised for effective action. 


However at present, programmes are initiated keeping planners own priority in view 
which is influenced by their values, education or the demand of the funding 
agencies or even priorities set by the Government. 


Secondly many programmes address the issues of development in isolation rather 
than as integrated approaches. Several NGOs who have started their activities in 
development have included activities addressing health concerns realizing need and 
demand of the community. 


Today within the government structure, all the necessary facilities for the integrated 
approaches are available department wise which, due to bureaucracy and red tapism 
does not allow services to reach the grassroots level in an integrated fashion. 


Experiences 


Shankarbhuvan Slum, Ahmedabad 


Several meetings were organized by SEWA at the community level to listen and 
learn about issues of their concern. Women mentioned several social and health 
related issues during these meetings. One of the social problems expressed by the 
particular community from Shankarbhuvan slum was the problem of divorce. The 
marriages were conducted in community in the presence of five male members 
“committee” (Panch). These marriages are not registered legally to obtain divorce 
was easy as it was done in the presence of “Panch”. Usually men asked for the 
divorce. 


After the divorce, the man takes away the children along with him leaving the 
woman alone. This causes mental tension and depression amongst the women. The 
women do not get moral support from the community nor from the family. The 
women were concerned about the problem. SEWA having an expertise of working 
for women of the unorganized sector was able to provide counselling and legal 
support wherever necessary or required. 
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The major health concern was related to water and sanitation 


in their area. They wanted to solve the unhygienic living condition of the eee 
This also provided an opportunity for both SEWA and CHETNA, to make = 
understand the relation between the unhygienic conditions and health. The issue O 
water and sanitation was dealt by SEWA systematically. From this juncture the 


activities of health programme proceeded. 


The community was keen to receive curative health facilities as there were many 
diseases prevalent in the community. The provision of the curative health services 
served as an entry point to initiate apreventive health programme. 


Along with it, SEWA continued to provide other women’s development facilities like 
savings schemes, banking services, legal assistance etc.. 


Panchmahals 


Sadguru Water and Development Foundation was active in thirty villages since many 
years. It started its activities with providing lift irrigation facilities. This facility brought 
sizable amount of income to the village families. SWDF was also providing some 
curative health services in these villages. However, there wasn’t any remarkable 
difference in the health of the people. This was realised by the community 
themselves. During regular meetings of organizers of SWDF at the village level, 
people mentioned the need to improve the health status which would provide a 
platform to the organizers for starting preventive health care services in the villages. 
The health programme came into action/proceeded in this area as a result of this 
need. 
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2 No Education is ever neutral 


lf we analyse any education system it is usually designed to maintain status quo 
and to ensure its control by a particular class of the society. Taking an example 
of the health system, which has kept knowledge mystified in the hands of doctors, 
from a particular class of society; this knowledge is used to exploit the rest of the 
people to whom information about their own body and health has never trickled 
down. 


On the other hand education can be designed to liberate the people, help them 
understand their problems more critically and creatively and make them responsible 
members of society. 


In the “Child Survival Project” the second approach of liberating people was 
implemented. To demystify medical information, dissemination of health related 
information in local languages through training became the prime strategy. Different 
media were used to make the community understand complex scientific information 
related to disease. 


To take the concept, of liberation upto the implementation level, health animators 
were selected from the community itself who could take the responsibility of 
imparting health education at the community level and they were included in the 
health team. 


Experiences 


Shankarbhuvan 


At the Shankarbhuvan slum, realizing the demand for a health activity from the 
community. the process of identifying the health animators started. During the 
community level meetings the women were asked to volunteer to under take the 
responsibility. No incentives were offered, motivation was the main criteria to join in 
the project. 


After several meetings women came forward to become health animators. A 
“Karobari Committee” (Management Committee) of members from the community 
was selected, to become a link between community, health animators SEWA and 
CHETNA It mainly worked as a steering committee, to provide guidelines for the 
project from the perspective of community and health animators. 


Panchmahals 


Since the SWDF has strong linkages with village heads of 30 villages where the 
lift irrigation facilities were provided the “Sarpanch’, (village head) himself, was asked 
to select the animators with support of villagers. Semi literate, married women 
(Vahu) are given a certain status in these. villages, and were therefore were 
selected as animators. 


At the village level, a “Mahila Mandal” (Women’s Committee) was formed to discuss 
_ the health related activities and problems from the community perspective on regular 
_ basis. This process provided direction to the project. 
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3. Problem Finding 


Each individual is capable of articulating his/ner own problems. The organizers can 
facilitate the process of identifying the problem and its root cause. This process 
provides an opportunity to make the educational process a common search for the 
solution of the problem - rather than making it a dictatorial approach where the 
organizer possesses all the information and solutions. 


One of the ways to assess the problem of the community is to conduct a survey. 
The traditional methods of a survey involves collection of information whereas in a 
participatory approach,a survey has a broader meaning and is a very important 
aspect of the project. Hence it has to be conducted by a sensitive team who can 
understand the community, people’s psychology, culture and language. The 
involvement of community members in the survey team is essential for empathy with 
the community and familiarity with local dialect. 


The survey results need to be analyzed critically and shared with the people to 
bring about awareness. It has to be woven into the educational process. Any data 
should be analyzed keeping three factors in view. 


Economic component 
Decision making capacity 
Knowledge, values and beliefs regarding the problem 


Example 


Problem: Incidence of high gynaecological problems among women 


Economic Component: 
The following questions can be put forth to analyse the problem: 
@ What is the average income of the family? 


@ How is the money spent under different heads namely, food, health, 
miscellaneous, alcohol, tobacco, repaying loans/interest payments? 


@ Availability of money in the hands of the woman? 
Expenditure incurred for a single visit to the private doctor or community 
hospital? 

Decision Making Capacity: 


Many times economic factors are linked to the decision making process. It could be 
either at the family or community level. | 


The following questions can help to understand the decision making process in 
solving the problem of women’s gynaecological problem. 


@ Who decides at the family level whether to start the treatment and when? 


@ Who decides whether or not gynaecological health is a priority under the health 
concerns? : 
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Knowledge, Values and Beliefs: 
e treatment of the problem as it effects the 


This plays a very important role in th 7 
n a positive manner. 


action. Information related to beliefs help to change them | 
The following questions can help to look at the knowledge, beliefs and values 
related to the causes and treatment of gynaecological illnesses. 


@ Availability of lady doctors in private service and Govt. hospitals. 


Knowledge about early signs, symptoms of the illness. 


information regarding health services availability provided by the government. 


Is the treatment of gynaecological diseases freely available? 
How do women perceive their illnesses? 


At what stage do they express their problem? 


Whom does a woman contact first for the treatment of her gynaecological 
problem? 


@ What are the causative factors they believe for the illness 
® What is the local treatment they use to cure the disease 


A systematic participatory survey can provide a foundation to plan an effective 
programme. 


Experience 


Shankarbhuvan 


After a series of interactions with the community, a process of spontanec 
discussion started. A congenial atmosphere was created to listen to their 
problems. The information collected on hearing them helped to develop, a sample 
survey form which was used as a check list during the survey. Thiswas field. es ed 
at the community level for language and socio cultural aspects. This” >xercise 
proved useful to rule out language biases. : ieee 
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uneducated they were guided to talk to the community women on the issues of 
concern. Along with one health animator a SEWA team member joined. Being 
literate, her job was to fill up the survey forms and take part in the discussions, 
only when necessary. 


Training for filling up of survey forms was organised and actual demonstration of 
filling up of few forms was conducted by CHETNA. The data collected during the 
Survey is given in Annexure - Il. This data was shared with the community during 
several unstructured meetings to analyze and understand their own health problem. 
This exercise could have been more structured form to get more meaningful results. 
This process provided an understanding of the importance of preventive health for 
the community. 


Panchmahals 


A similar process was utilized for Panchmahals. The women health animators being 
educated conducted the survey and filled up the forms. In the beginning, the correct 
way of collecting information was explained through training and demonstration at 
community level. Since the health animators belonged to the community, they used 
the dialect and the vocabulary suitable to the community, although for the 
convenience of the organizers and trainers, this spoken dialect was not used on the 
forms. 


In this area, since the need for health knowledge was realised at the community 
level, the process of sharing the survey data at community level was not followed. 
lt was used more effectively for planning the programme at the organisers and 
trainers level. 


Training as a Strategy for 
ocial Transformation 


Shared vision and values. 


Training as a Strategy for 
Transformation | 


Transformation of any kind, social, religious or educational, totally depends on a 
deep faith in change. 


To realise this dream into really one has to strategically plan for change. For any ° 
educational transformation (here we refer to health education), training can play a 
major role. The purpose of training needs to be seen from two angles: 


Firstly, training is learning ; maybe in the form of learning new skills, attitudes, 
concepts, content, etc. 


Secondly, training is a process, where one transfers information to the powerless 
people who are exploited for the reason that the powerful people have with held 
information so far. This process of transferring information balances the power in 
society. Therefore, training in the context of transformation needs to be viewed as 
an educational process and not as an one-time event. 


Presently training merely focuses on imparting information and knowledge: ‘knowing 
more’ in isolation of the society is insufficient. Training should go beyond this which 
may be in terms of behavioral change, consciousness regarding one’s values, 
attitudes and orientation. To achieve this, training needs to be well planned, 
considering a shared vision and values on the training objectives, approach, 
methodologies, materials and evaluation. 


Shared Vision 


Every new concept starts with a dream. This might be the dream of an individual 

or a group. To make it a reality, it should be shared. How meaningful this reality 

would be depends on how many people have shared their vision and have become 

committed in making it a reality. Therefore a shared vision is essential to create 

something new and effective which can work as a ‘guiding principle for any 
" programme. On the other hand it is equally true that the purer the vision, more 
. difficult will it be to realise it fully. 


Experience | 


It was a dream of CHETNA that the health related knowledge reaches the poor and 
illiterate women so that they can take care of their own health and the health of 
their families. Also that, any person whether literate or not, can take up the 
responsibility of sharing the information at community level. Our dream matched with 
that of SEWA’s and SWDF’s who were keen to start health education programme. 


- This dream was shared with both the communities, at Shankarbhuvan Slum and 
Panchmahals. 
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Shankarbhuvan Slum 


In this area the selected women health animators were illiterate. SEWA’s vision hs 
dream of setting up the women - centred health programme run by themselves an 
CHETNA’s ‘dream’, and vision to train them as a health animators was shared with 


each other. 
To achieve this, the analysis of their health problems was shared with them to 
Clarify our vision in terms of their perspective. 


Analysis of Health Problems at Community 
Level 


@ Women do not have @ Women cannot afford to go to 
adequate/appropriate . the community hospital as 
knowledge _—regarding it is far. 
the cause of illness so @ Women are unable to understand 
cannot prevent it. the hospital infrastructure fully so 


cannot complete the treatment 


@ Women therefore follow in one day. 


irrational beliefs @ Women cannot afford to loose 


and superstitions to one/two days wages. 


2 
y 
L 


treat the illness @ Prefer to go to private 


making the doctors as it saves time, 


disease serious. be) 


% 
3 
% but as the treatment 
° 


Health Problem is costly it remains 


incomplete. 


Decision making 


a aaa ict eat when and who needs treatment. If the man is a drunkard or a gambler 
ealth concerns of women and is not Prepared to give money for treatment. 
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The vision was articulated from three angles. 


“We want to learn about health, to prevent diseases. We do not want to get 
exploited by the doctors, want to take advantage of existing health infrastructure 
and want to become strong to take timely decisions on our own regarding our own 
health and community’s health’. 


Panchmahals 


In Panchmahals the economic need of the community was fulfilled through the lift 
irrigation programme of SWDF. The organisation was also making efforts to its 
fullest extent to coordinate the health services at the community. The community 
had shown keen interest in obtaining knowledge on health. The vision of the 
selected women health animator’s was “We want to gain health knowledge and 
impart it to community level, so as to improve the health of our community”. 


Values 


Every dream has certain underlying values. Therefore it is important that the 
involved members of the training programme share certain specific common values 
related to the process at hand. However, agreement over values is very difficult. 
Very often even interpretation of a single word is done in multiple ways by different 
people. Therefore it is important at every stage to clarify whether what we are 
understanding is the same thing or not. 


Experience 


On the basis of the health problems, shared vision and the need of the community 
a common value within the team was developed. 


Shankarbhuvan 


SEWA opened a clinic at the slum in which a doctor provided in service training 
to the health workers to complement the training provided by CHETNA. It provided 
an opportunity to develop the diagnostic skills amongst women health animators. 


It was clarified that the clinic would also serve as a health education centre where 
the health animators would impart the health knowledge. 


It was made clear to the women that due to their social status in community the 
health work will be opposed by community and required for them to support each 
other. 


4 


Panchmahals 
In this area, the community’s perspective analysis indicated need for preventive 
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cided that health services would be made 
available at the village level by coordination with government to support the 
preventive health education programme. Since Sadguru Water and Development 
Foundation was an established organisation in the area, coordination with 


Government was not a unrealistic goal. 


Therefore coordination at village level became the backbone of the project. It was 
important not to have too many workers appointed at village level by different 
organisations for similar activities. To avoid this wherever possible the existing 
creche/pre-school (anganwadi) workers were selected as health animators. Thus the 
coordination was ensured from the beginning. The health animators would also play 
a role of health educator and delivery of curative health through other government 


para medical staff. 


Thus for this area the common value established was that the workers would 
provide health knowledge to the community and that health services would be 


coordinated at the community by Government . 


health knowledge. Therefore it was de 
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Training Objectives 
on and values is to define the objective of the 
t we are going to do to reach the goal. 


The next step after finalising visi 
training - this means deciding precisely wha 


Experience 


In both Shankarbhuvan and Panchmahals the main objective of the training was to 
equip the health animators with adequate knowledge of health and nutrition and to 
ensure community outreach. Therefore it is necessary to provide a skill on health 
education and equip them with necessary health education material. 


Training Approach 


Training Approach depends on attitude of trainer, her/his experience and values. 
Also the participants plays a major role in deciding training approach. When 
trainings visualized in context of transformation in dealing with adults, and therefore 
the approach should be based on the “ Adult Learning” and “Participatory 


Methodology”. 


Experience | 


The Principles of “Adult Learning” and “Participatory Approach” were kept as a core 
of all the trainings. Therefore the project followed a ladder including. 


Training of Trainers to become self 
reliant q 
_ Sharing of field experiences revision — 
and evaluation 


ee 


OOMEL MEE LA RED 


Se ee ee 


Impart knowledge at the community 
level to practice the skill of 
education and spread _ the 
knowledge gained. 


Select training/learning material / 
appropriate to the objective of / 


learning = - 


Select appropriate topics/subject | 
which is their immediate need for 
learning and Assess their existing 
knowledge to build up new | 
knowledge. ef 


/ Understand the need of ey: 
< participants. | BT fs | 


omg aS a 


The topic which was 
_ training. [fe Woe 


Selection of the topics 


Health 


The first topic for training was measles as during that time the disease was rampant 
in the community and the women animators were concerned about it as few 
children had died due measles. 


Building up new knowledge 


Prior to dealing with the topic local beliefs and practices were discussed in detail 
to clarify their thoughts and existing knowledge . This understanding provided a 
base for how to build up new knowledge on the conceptual frame work of the 
participants. 


Inclusion of different health topics 


As and when the need arose, topics were included in the training programme. They 
were follows: 


1. Anatomy and physiology of human body 
2. Food groups and diseases caused by malnutrition 
3. Water borne and related diseases 
4. Respiratory tract infections 
5. Women’s health 
- Gynaecological problems 


- Sexually transmitted diseases 


Health during pregnancy and lactation 
- Family welfare 

Ear infection 

Eye infection 


Skin infection 


oO N ® 


Immunization 
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10. Cancer 

11. Diabetes, heart diseases etc. 
12. First aid 

13. Growth Monitoring 

Women’s Development 


During the third or fourth training it was observed that few women were not paying 
attention during the training. On inquiry, it was realized that they were facing some 
social problem during previous days, which they wanted to share with other 
participants and the trainer. Such sharing was encouraged prior to each training and 
this ultimately became a routine before every training. It also provide a forum for 
discussion of social issues among women. It is worth mentioning that the women 
trainers also shared their own social problems to ensure a participatory and issue 
based discussion. 


Issues on Women’s Concerns included during the discussions. 
Divorce 

Women’s social status and health 

Wife beating 


Social abuse towards women and young girls 


Marriage and women’s status 
@ Women and economic saving. 


If certain social events related to women took place in the community, they 
wereanalysed and synthesized with the learning lessons. Also their specific role in 
that situation was discussed. 


Missing the step 


In the beginning the learning needs were more of the community. As the knowledge 
increased and confidence developed the women health animators demanded 
knowledge on the curative health, drugs etc. 


In our enthusiasm of providing of more knowledge we unconsciously got into a 
vicious cycle. Few trainings on diabetes, cancer and heart diseases were organised. 


As once the women started obtaining new knowledge and solid training on health, 
their appetite for more health knowledge, even of a higher level increased while we 
welcomed the quest for knowledge. We felt that a balance had to be maintained. 
This meant giving knowledge on cancer that they wanted. 


However, we soon realised that this would lead the women health animators to shift 
the focus from common health problems and preventive health. The issue was 
discussed keeping, our vision and values in view which helped to realised that it 
was now time to think of new approaches/directions. 
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Panchmahals 

ould be successful and women 
tivational level as the need for 
from the community. During the first training the question of 
for attending training. This issue became 
4 hindering factor in learning. The trainer had to take up the explanation of vision 
and values in detail to convince them that this programme effort was to achieve the 
common vision which is to spread knowledge and not to individual financial gain. 
This clarification helped to take the programme ahead. 


As trainers we were 
health animators WOU 


programme had come 
honorarium arose. They expected money 


Selection of the topic 


The selection of the topics was done as per the need and results of the survey. 
The first topic selected was food groups and nutrition. During the meetings it was 
observed during the training that they were lacking in personal hygiene. 


The next training scheduled on “Diseases of Malnutrition’ was altered to personal 
hygiene and environmental sanitation, to help them understand the link between 
nutrition, hygiene and health. Thus the sequencing of the topics depended more on 
expressed need of the community. 


Women’s Development 


During the training it was noticed that even after gaining knowledge it is not always 
possible for health animators to put the knowledge gained into action as the 
decision making power is with the men and elderly women of the house. At this 
stage the need to include topics on women’s concerns Was expressed. The related 
topics were integrated during the health training. Also special Women’s Awareness 


Camps were organised at the community level where other women of the village 
could participate. 


Special efforts were also made to im 
; art edu : 
their attitudes. p cation to the older women to change 


Training Learning Methods 


After identification of topics, training and learning methods plays a very important 
role in imparting knowledge and changing the attitude and behavior of an individual. 
Usually the training methods are selected by the trainers according to their 
convenience, the purpose of training is rarely considered. Each training method has 
its Own strengths to bring out the necessary change in the participants. They can 
be divided into three categories. 


1. to impart knowledge 
2. to develop skills 


3. to sensitize the individual on particular issues 


Training Methods Purpose 

1. Lecture/Discussion Toprovide information 

2. Demonstration/practice/exercise To develop skills 

3. Role play/simulation/structured exercises For sensitization on issues 


Training Material 


There are many different materials which can enhance the training process and 
make it more meaningful. However usually the training materials are used in ditactic 
manner. The same materials can be used in participatory, manner. During the child 
Survival project such innovative approaches were utilised. 


eh 
SEES 


Experience ! <a 


Shankarbhuvan 


Since majority of the women health animators were illiterate in this group different 
learning/training methods were tried out using a variety of health education material 
to support it. 


Training Learning methods 


Discussion 


In this group, we felt that since the group was small, discussion proved very 
effective learning method because the trainer could provide individual time to 
discuss and listen to their concerns. 
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The trainer on their toeS 


The women workers were illiterate 
_ oy Gee thelr brain 


n and 


Role play 


The method of role play was utilised to collect information related to local beliefs 
and taboos related to diseases and revise the previous learning. To some extent, 


this provided entertainment also. 


Case Study 


Laberge illness which gripped the community was used as a case study to 
nd its symptoms, & to develop diagnostic skills among the women. 


Learning material 


Speci 
pecial learning material was developed keeping the need and interest of the 


women health animators in view. Th 
, . The materials developed w | 
in the form of games, puzzle and stories. p ere more illustrative and 


Diagnostic cards 
Duri 2 : 
uring the training it was noticed that the women were fairly knowledgeable about 


the si 
: va ei a at oe of the diseases as they had observed them in their own 
€ neighborhood. With this in view the signs and symptoms of 


diseases were illustrated on a card. 
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Slides and video cassettes 


Not many slides and video cassettes were used during but whenever used they 
were appreciated by the participants. These material was mainly used to explain the 
issues related to health or women’s concerns rather then on any particular health 
topic. 


Use of printed material 


Since the written material was appreciated by the family members of the women 
health animators and also served the purpose of reference material, a special 
manual was developed with minimum text and a variety of illustrations. 


Apart from this to impart the health messages at the community level they were 
provided with other field tested health education material of CHETNA. 


Panchmahals 


This was a large group that was semiliterate and from the tribal area so the use 
of training methods and material were selected accordingly. 


Discussion 


The discussion proved quite effective, with repetition of messages several time. In 
this area to remember any matter they tie a knot on their sari. This social custom 
was utilised in the training. A long cord was hung in the training hall. Whenever 
an important point wasdiscussed, a knot was tied repeating the message. At the 
end of session all the messages were recapitulated as per the number of knots 
made on the cord. 


Use of Role Play : “Bhavai” 


Role play was introduced during the training. It proved very effective in remembering 
the messages. They effectively integrated the socio-cultural customs in it. SWDF 
took an initiative and developed a ‘Bhavai’a modified version of role play on different 
health topics. These were performed with traditional costumes during training and 
educational camps at the community level. 


Demonstration 


In this group, demonstration played a very major role in learning. During the session 
on undernutrition it was noticed that the children of the health animators were 
undernourished. The demonstration of Hyderabad mix* was done and it was 
regularly fed to these children. Their growth chart was maintained. The link between 
nutrition and health was established. Also looking at their interest in demonstration 
and learning out of it, wherever possible demonstration was organised and they 


were encouraged to practice it. 
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Learning Material 


Posters and charts 


Since the group was very large it was not possible to use small picture cards. Here 
posters proved to be useful learning material. Large posters on different themes 
were designed to explain to them content messages and were also given to them 
see individually and recapitulate the given message. 


Serialised posters 


A story was developed on different diseases along with inclusion of socio-political 
issues. These posters were explained to them in the form of stories and then a 
group discussion was arranged to analyse the same to learn the hidden message. 
Games 


Different games were developed to revise the knowledge which can be played in 
large group.”win the points” “Select your own house”. e.g. “Make your own pair’. 


In this game, placards of different food groups and diseases of malnutrition were 
developed. The participants were provided with placards and asked to find their 
partner. After identifying their partners they discussed the topic among themselves 
and then in a large group. This game was played for diseases and symptoms also. 


Colour the Picture 


Same hw! Shankarbhuvan, a small booklet with incorrect and correct pictures was 
given individually. They were asked to paint the correct picture. 


Slides 


ce were used to explain different aspects of health related topics. It was used 
rst time along with a commentary. At the end of the slide show, we noticed that 
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majority of women were lying down on floor and sleeping. This is because there 
was no active participation of women and secondly as they were used to going to 
sleep as soon as it becomes dark. 


The process was modified. After screening each slide they were asked to explain 
it and the trainer add the remaining points wherever necessary. This proved to be 
very effective. 


Printed material 


CHETNA’s field tested printed material was provided to them mainly to impart 
education at the village level. It was designed in such a way that it can be used 
during home visit or during group discussion. 
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Evaluation 


It is very important to understand why there is a need for evaluation. The major 
purpose of evaluation in the context of training is to assess whether or not the 
objectives of training are achieved; if not, what needs to be changed, what were 


the mistakes, etc. One has to follow certain ethics in evaluation. 


Keeping the cultural dignity, and values of participants, one must formulate norms 


of what may or may not be done in evaluation. 


One should be very clear who would benefit from the evaluation. It should be th 
participants themselves and the programme on the whole. 


Many different methods can be used to evaluate the training : 


Questionnaires 
Informal interviews 


Observations 


Case study, etc. 


COSSHL 


Experience 


. 


The experience of evaluation which was conducted in six areas of SEWA Project 


is highlighted here briefly. 
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Da ssess the gain in knowledge 


he main objectives of the evaluation was 


asse 3s how the training proved useful in their own self development 


Method 


@ The questionnaire method wa 
these trainings 
zles, games and case studies were also used to assess the 


s used to assess the knowledge gained during 


gain in health 
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Number of women health workers 


A total of 37 women were included in the evaluation out of which 20 were from 
rural areas 12 from urban slums and 5 were SEWA workers. Fig : 1. 


Fig 1 Survey of Women Health Workers 
Total Women Surveyed 


Rural (54.7%) 
Urban (32.4%) 


The 
evaluation results were classified under three major areas : 


1. Gain in knowledge on different health and nutrition topics 
2. Views on trainings 


3. Social development aspects 
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Gain in knowledge on health and nutrition related 
topics 


Questions on different topics related to health and nutrition such as immunisation, 
skin diseases, first aid, diarrhoeal diseases, respiratory tract infection, women’s 
health, concerns nutritional anemia, vitamin A deficiency, weaning foods, breast 
feeding, personal hygiene, were asked. On an average, they were able to give 
about 80 - 100% correct answers. 


Only about 50 - 100% answers to questions on topics such as immunisation, 
gynaecological problems, first aid were found to be correct and many of the 
_ questions remained unanswered. 


Subjects they found difficult to understand 


This question was asked in order to improve and refine CHETNA’s training 
approach, methods and material. Majority of them listed cancer, diabetes, heart 
diseases and immunization as difficult topics. As mentioned earlier immunization was 
found to be difficult due to frequent changes in immunization schedule. The 
remaining results were very interesting. The topics like cancer, diabetes, heart 
diseases were included only on the request of SEWA and Shankarbhuvan group 
and at that is the state that we felt that we are missing our objective and issue 
was discussed at length. The evaluation results also emphasised this. Large number 
of SEWA women found the topics to be difficult Fig:2. 


Fig. 2 Survey of Women Health Workers 
Subjects Found Difficult to deal with 
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Subjects 
INDEX 
1. Immunization 6... 7.5. 
2. Women's Diseases 7. Respiratory Problems 
3. Eye Diseases 8. Cancer 
4. Skin Diseases 9. Diabetes 
5. Ear Infection 10. Other (Mainly Heart Ailments) 


Suggestions to improve training 


Since the objective of CHETNA was to document this” . | : ) 
other organisations it became very important that participants give their perception 
to improve the training. They came up with useful suggestions. Majority of them felt 
that frequent visits to the hospital should have been included in the programme, 
which we as trainers also felt could have improved their diagnostic skill. Also they 
expressed a need to organise educational camps at village level along with trainer 


to enhance their educational skill. 


experience and share it with 


Training Methods 


Majority of the women health animators (above 60%) found the different training 
methods used effective. Posters (unserialised cards etc.) were greatly appreciated. 
Though we have not used slides very frequently it was scored second highest so 
more frequent use can be encouraged. Somehow they found demonstration not to 
be very effective. In these groups, demonstration was also not used very frequently 
as we got that feeling that it was not found effective with them. 


Choice of methodology and material to train other 
women in the community 


One of the roles of the women health animators was to impart health education at 
the community level. A question was asked to assess which methodology the 
women health animators found to be the most effective and confident to use to 
impart health education at the community level. So that component of the skill 
development can be included in the future trainings. majority of them mentioned that 
they used discussion and posters more at the community level. Though they did not 
find demonstration effective in the training they found them useful at the community 
level as they scored third highest. 


Choice of subject at community level 


To know this aspect is very important as it can give a broad id i 
selection of topic at the community level which ven be the need of ie cone 
and whether it relates to the project topic or not. The results are very interesting 
and needs more reflection as a trainer and as programme implementors. The whole 
de aseaha joellcemnts on maternal and child health. However on the request of 
pal picodee ealt animators the topic on women’s gynaecological diseases was 
included. This reflects on the selection of the topic to teach at community level 


which directly gives indicati ; 
poten Ao g an indication that the community needs go beyond mother and 
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Evaluation Results on Social Development 
of Women Health Animators Lo | 


How people perceive their role in community 


All the women mentioned that after the training, the community views them in a 
specific role rather than just as a common woman. They categorised their role as 
Health Educator, medicine provider, Referral service provider,Doctor. Large number 
of women mentioned that they were perceived as a health educators and referral 
service provider 48% and 31% as medicine provider for minor aliments. This is 
reflection of their work in the community and does correlate with the objective of 
the programme. Along with this since in each area a clinic has been opened they 
are also seen as doctors, which needs to be examined. 


Changes they have noticed in themselves 


Majority of the women mentioned increase in health awareness whereas same 
specifically related to its application. Solving family health problems which could go 
one step beyond solving community health problems. It was very encouraging that 
the selected women could articulate that they were capable; of conducting training. 
They were mainly the women, who were selected as trainers. rigs 3. 


Fig. 3 Survey of Women Health Workers 


Changes They observed in Themselves 


Other (4.5%) 


Solving Family Health Problems 
(27.3%) 


Inreased Health Awareness (36.4%) 
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Change in day to day life 


The women health animators felt very confident (scoring the highest) in their day 
to day life that they can educate other women in community. The second highest 
was that they can face their husbands confidently. Both these answers indicate their 
confidence and high self esteem which was lacking in the beginning of the project. 


This could be the direct effect of including women’s social development topics 
during the training. These results when seen in the light of vision, values and 
objective of training strategy gave tremendous satisfaction. Fig. 4. 


Fig. 4 Survey of Women Health Workers 
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Changes in Day to Day Life 
INDEX 

1. Can Take Care of Children Properly 7 ‘Increases Income 

2. Can face her Husband Confidently 8. Increase In Self-Confidence 
3. 

i Educate Other Community Women 9. Has stopped discriminating 

hange in F 

im g ood Habits Between Boy & Girl Child 

. Increased Awareness About Cleanliness 10. Improvement in Own Health 
6. 


Improved Communication With the Family 11. Others 
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Has training improved your status in family 


During the training we felt that the confidence of women animators definitely 
improved. The discussion on topics related to women’s development plays a major 
role and therefore this question was found to be valid. About 62% said yes and 
only 5% could not find any changes. The rest have not given answers. Fig.5. 


Fig. 5 Suvey of Women Health Workers 


Has Training Improved Their Status within the family ? 


No Information (32.4%) 


Yes (82.2%) 


Effect of improved status on family 


The women who had not answered to the previous question, expressed a change 
in their social status. Majority of them felt that their husbands have started 
respecting them, the second and third highest scores related to the were family 
seek their advice for important matters and day to day problems. 


_ It is a general impression that when woman starts developing and growing, it leads 

toa quarrel at family and community level and therefore specifically asked whether 

_ this programme had led to a quarrel in family or not. The women members have 
cored it lowest. Fig. 6. 
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No. of women 


Looking at the results 
very sound and effective b 
the programme. The Project has gon 
achieved its objectives. 


Fig. 6 Survey of Women Health Workers 


Effect on Status With in the Family 


Effect on Status 


INDEX 


1. Husband Respects More 

More Quarrls with Family Members 

Family Asks Advice for Important Matters 

Family Seeks Their Views on Day To Day Problems 
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of knowledge gained and social development of women, a 


alance has been found, which was the main vision of 
h € through many ups and downs but has largely 
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Training of Trainers to make the programme 


self reliant. 


The power of trainer 


While discussing our whole experience of training, one can conclude that a trainer 
has very powerful role as provider of health knowledge. This knowledge has worked 
as a creative energy and ability to build up a healthy community. However the 
trainer is still an outsider for the community and cannot meet the needs of the 
community at every required time. Therefore power of a group, power of the people 
are more important and it should be systematically given to the community. If timely 
decisions of developing leadership and allocating power is not done the programme 
can fall into a vicious cycle of power and dependence. 


Keepin tically to introduce a concept of 
‘Training of Trainer's in both the areas. 


Experience 


Shankarbhuvan*/Panchmahals 


During the training few women were identified, with leadership skills and required 
initiative to play a role of trainer. They were given an opportunity to attend the 
“Training of Trainers” programme. This programme was developed for the State level 
Trainer's where emphasis was more on training methodology, role of trainer prior to 
, during and after training. Principles of adult learning and participatory training were 
also highlighted. 


Since this was a State level training they also got an opportunity to interact with 
other trainers, learn new approaches and share experiences. 


As a part of this training, they were also given an opportunity to take training 


Sessions and were provided with individual guidance during the training program 
) m 
which they conducted at the field level ~ . S eee 


* The health organisors of SEWA who : 
wer i 
women were further trained as trainers e trained along with the Shankarbhuvan 


48 


yy bi iy a 
ie By is hind . r 
ee 
Pr Ans Pe 


aed Pi, 
¥ ¥ He 
; 
i 


ience 


Sazas 
® 
©. 
>< 
LL 
(edhe 


ing o 


Shar 


aenenens 


: os 


a 


tele: 


5 


SR 


seep 


Aen 
! tat 


eee 2 ee Le 
ata ae Bes oP 
ee a Saari ey Ly LD 


New Vision - New Dream 


Every development work or project goes through a cycle of learning. 


eae Learning new things from the __ 
ae involvement of community 


Se 7 

Implementation of Inbuilt evaluation helps 

programme to introduce necessary _ 
4 changes and constantly = 
question the priority ee 
\ of the programme ae 

Objectives / 

values K Z 

vision Sas 29 e 


~—— ethical doubts 


leads to new aes 


dream which may need : ee 
faith and courage ; 


The Child Survival project experience provided CHETNA with new horizons | 
at the health perspective from a different angle. 


At the end of the Child Survival project, there was a feeli 4 of s 
eeling of se 

_ have been able to achieve our vision, our objective of nae nn a] 

‘expe - nce has provided a great PEpenuni. for us to develop ol Sab is 


oe May lead to —— | oe | 


iseases in the programme. ! 
sa from the ‘health ani 


Our new perspective 


Child Survival Programme in our country 


The high mortality and morbidity among the children below the age of five years 
is a major problem of developing countries. India also falls in the same category 
and the first mentioned efforts in the direction of the child care services in India 
goes back to 1939-40 to the sub committee of National Planning Committee of the 
Congress Party. This was the programme for the benefit of mother and children. 


The establishment of the Central Social Welfare Board (CSWB) in 1953 which 
initiated pre-schools to provide supplementary nutrition child health care and 
preschool education. In 1974, National Policy for Children was established to 
translate into action the directive set out by the Constitution and the UN Declaration 
of the Rights of the Child. Followed by this, the Ministry of Social Welfare evolved 
the Integrated Child Development Scheme (ICDS) in 1975 during the fifth year plan 
period. 


Integrated Child Development Scheme (ICDS) is the largest nutrition/health 
programme of India which provides supplementary nutrition and health care services 
to the under fives and the pregnant and lactating mothers. Apart from this the 
national immunization programme, the ORT programme and to some extent the 
family planning programme is the effort in the direction of child survival strategy of 
our country. 


The perspective of the Government, our close interaction and collaboration with 
some NGO partners influenced us to build up our own perspective for Child survival 
in 1986 effecting the implementation Child Survival project by CHETNA which we 
have shared at length. 


The Government has also at present prioritized the Healthy Child Survival and Safe 
Motherhood (CSSM) during year 1992. The experience of CHETNA would prove 
useful both for the Govt and the NGOs involved in implementation of CSSM. 


Today when we analyse the history of the child care services of our country, it is 
evident that the enough importance has been given to the child health. In this 
strategy, we feel that women have been beneficiaries of the health services only 
as pregnant and lactating mothers. Many programmes have been formulated for 
women however hardly any efforts are made to provide the health care services to 
the women as individuals especially in the area of the women’s reproductive health. 
A recent research related to the women’s gynaecological health was first published 
during the year 1986. A study conducted by Dr. Rani Bang in Chandrapur District 
on the small sample of the tribal women population. 
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in the poor health status of women 
vival. There is a great need to view 
ing the “women centered approach’. 


The seemingly simple matter has deep roots 
which does influence the effort of the child su 
the community health or the child health by us 


Family 


planning 


Safe 


motherhood 


prevention 


Reproductive Tract Infections 


Source : Reproductive Tract Infection, Globallmpact and Priorities for Women's 


Reproductive Health. Edited by Adrienne 
Judit) N Wasserheit. y Germain, King K Holmes, Peter Piot and 


ialiiers « cisenn the importance of dealing with the women’s reproductive 
states tid hth ieve healthy child survival, safe motherhood, family planning 
programme from he ion. CHETNA at present is planning to build up the new 
Saat at the angle of women health approach. It is easy to appreciate the 

women’s health concerns however it is very difficult to plan and 


implement it as women’s health ji 
in our social context as th I 
women influences health status of women et 
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Therefore it is important to initiate Women’s health programmes linked with the 

overall improvement of her social status to gain control over her own health so as 

7 to achieve the objectives of child survival. CHETNA is concerned in this new 

. direction and is in the process of creating a need based Women’s Health and 

- Development Resource Centre which aims to sensitise different voluntary agencies 

| and State government to implement the child survival programme from the 

a perspective of women’s health. To achieve this objective/CHETNA plans to 
= undertake future activities. 


related to : 


@ Establishment of a documentation centre to make important information 


reach to the grassroot level especially aspects of women’s health and 
development. 


@ Capacity building of Voluntary organisations for undertaking and 
implementing effective Women’s Health Development Programme. 


e _ Conducting research in the area of reproductive health concerns of women. 
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Annexure | a : 
SELF EMPLOYED WOMEN’S ASSOCIATION (SEWA) is working for the 
Empowerment of self employed women. There are several activities at SEWA. It is 
a registered autonomous trade union. None of the labour laws, protection rules and 
regulations of the organized industry and services are applicable to the self 
employed sector. Exploitation by middleman is a norm. SEWA was started to assist 
self employed women workers to obtain their rights. They have different activities 


some of which are : 

- Mahila Sahakari Bank (Women’s Co-operative Bank) 

Mahila SEWA Trust (Maternity and other welfare for women members) maternity 
benefit, death benefit, etc.) 

SEWA tural wing - mainly involved in income generating activity at rural areas 


- Group Insurance Scheme 

- Day Care Centres 

- Child Labour Centres 

- Health Programme in Urban slums/rural areas 


Health programme is one of the major programmes of SEWA wherein they identify 
a needy area and initiate a community health programme. They identify/select local 
women by CHETNA team. These workers work at the community level. They have 
implemented this programme. They have also organised a national level workshop 
wherein the functionaries working in urban slum for Water and Sanitation 
programmes were invited to share their field level experiences. Other functionaries 
involved in urban planning/concerned Government officials and private engineers and 
architects were also invited to suggest strategies which would be useful to initiate 
effective Water and Sanitation programmes at the urban slum. They are planning 
P a their efforts at an urban slum in Ahmedabad and are active in that 
irection. 


For further details contact 


Co-ordinator 

SEWA Health Team 
SEWA Reception Centre 
Opp. Victoria Gardens 
Ahmedabad - 380 001 
Gujarat, India 
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Annexure I! b 


Sadguru Water and Development Foundation (SWDF) is working 


in Dahod taluka a tribal area of Panchmahals district of Gujarat state. They are 
mainly involved in implementing lift irrigation schemes to provide irrigated water to 
the villages through lift irrigation schemes as it is a hilly area. SWDF has been 
given total responsibility of implementing Government lift irrigation schemes in their 
area. They are working in approximately 30 villages. They have also implemented 


a community health programme and social forestry programme in the villages which 


are covered under their lift irrigation programme. 


For their health programmes they train local women as health workers who provide 
necessary health inputs at the village level. They have also employed social workers 
and trained Nurse midwives to provide nutrition and health education and other 
health facilities in the rural areas. Due importance is given to health education at 
the community level. They also, to some extent work in the field of agriculture and 
animal husbandry. 


For further details contact 


Ms. ‘Shamista Jagawat 

juru Water and Development Foundation 
ieox No. 71 
er BT-O. Check Post | 
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Annexure Il a 


Traditional Beliefs existing in the Panchmahals 


Related to pregnancy 


13 


crushed if the pregnant women eats more 


The child inside the womb gets 
grow properly. 


quantity of food during pregnancy. Also the child does not 


The pregnant woman gets green diarrhoea if she eats green leafy vegetables. 


Also they get stuck inside the child’s intestine. 


The placenta of pregnant woman rots if she eats peanuts Also it creates a 


white layer on the baby’s body. 

The baby gets stuck inside the womb if the pregnant woman eats banana or 
ghee (margarine) 

The joints of pregnant woman pains and she gets ear infection if she eats sour 
foods like yoghurt, lemon, buttermilk or sour fruits. 


6. The pregnant woman contracts tetanus if she eats milk and rice 


12. 


The baby inside the womb becomes black if pregnant woman eats brinjals 


Pulses and legumes causes gas troubles in pregnant woman so it should be 
avoided. ’ 


The pregnant woman would deliver abnormal child if she cuts anything during 
an elipse 


. During pregnancy losing teeth and night blindness are normal symptoms 


_If the pregnant woman drinks alcohol during labour it helps to have easy 


delivery. 


During delivery, if the woman pulls a rope tied from the ceiling it helps in easy 
delivery 


Related to the lactation 


Be 


in - mother is given fermented liquid foods without salt for first five 


ag Sia months she is given liquid diet made from maiz (thuli). If the 
ae “ is a baby boy this food is continued for 2 - 3 months so the boy can 
igest breast milk. If it is a baby girl the thuli is given only for one month. 


Ladies finger, black gram dal, double beans, peas, cabbage, potatoes, rice, 


sweet potatoes, brinjal ie 
the child to one, should be avoided by lactating woman as it is difficult for 


The child gets tetanus if the mother eats sour food and consumes buffalo milk 


5. The mother should not consume bananas as the child, catches cold. 


lf the mother consumes gree ; 
and pneumonia. green leafy vegetbale the child gets green diarrhoea 
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~~ 


Lactating mothers tummy becomes bulky 
8. After delivery the mother should take bath only on 5th, 7th or 11th day 


9. Colostrum (the thick yellow sticky fluid secreted from mothers breasts for the 
first three days) has to be discarded as it is considered heavy to digest for the 
newborn. 


10. The cloths of the new born baby should not be squeezed for 1 1/4 month 
otherwise the child would become thin. 


Related to weaning food 


1. The child is given supplementary food usually when he starts walking which is 
at the age of 1 year. If given earlier the child would suffer from diarrhoea. 


Banana and curd (yoghurt) would cause cold/cough in a young child. 
The child is not given vegetables for first 2 - 3 years 


Buffallo milk is considered heavy to digest and it causes mental retardation. 


Related to treatment of diseases 


Diarrhoea 


4 1. The depression on our fontanelle due to dehydration would come up if ground 
blackgram dal is kept on it. 


a 


2. The village healer can bring up the depression by keeping a cloth on it and 
chanting mantras (hymns). 


3. During diarrhoea, food, water and milk intake should be reduced as it worsens 
the condition. 


The village healer ties sacred thread to treat diarrhoea. 
Branding the child on the stomach with hot iron rod cures diarrhoea. 


6. Mantras (hymns) chanted over alcohol given to patient suffering from diarrhoea 
cures the diseases. 


Whooping Cough 


1. Whooping cough can be cured by drinking water in which leather has been 
| soaked. 


2 The patient of whooping cough pus beneath the bent branch of neem tree. 
3. The liver of a crow is eaten to cure whooping cough. 


| To cure pneumonia, water, oil and knife are kept in a plate and mantras 
(hymns) are chanted over them. After that oil is applied on the stomach of the 
_ patient by using knife. 
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Scabies : 


Applicati 


on of cow and goat urine and cow dung on body cures scabies. 


Measles : 
Measles are considered as a curse of Mataji (Goddess). 


V8 


Measles should not be treated as the goddess would curse the family. 


During other illness:  , 


| = 
2. 


3. 


During fever, rice is not eaten as it is heavy to digest. 

Application of lemon and onion juices on eyes during conjuctivities would cure 
it. 

Yoghurt, buttermilk and other sour food causes swelling and skin allergy. 


Some other beliefs : 


+ 
a 


Weighing the child would make the child weak. 


The new born child has to be branded on stomach and forehead to avoid 
stomachache and headache for life. 


lf the umbilicus of new born gets infected the powder of goat’s faeces could 
be appied. 


Weightlessness during pregnancy is a sign of a male child in the womb. 


A child born with congenital deformity is killed and kept in an earthern pot and 
left outside the village. 


A baby girl needs breast feeding for 1 - 1 1/2 year whereas the baby boy 
needs for 2-3 years. 


T.B. is a heriditary disease. 


During fever food should be avoided as it is considered as a effect of an evil 
eye. 


HEALTH AND NUTRITION RELATED BELIEFS 
ENUMERATED BY SEWA HEALTH WORKERS 


Related to lactating mother : 


1. 


The mother is given spicy food made out of brinjals, drumstick immediately after 
delivery as it helps to remove the faeces from the body. 


After delivery the mother is given boiled water with herbs, due to which she will 
not feel thirsty. 


3. A lactating mother is given unsalted food for 5 days. 


- In some families the lactating mother is given only one meal for three months. 


5. If rice is consumed by the lactating mother it causes swelling. 
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6. If she consumes more water it leads to bulky stomach. 

7. The mother after delivery can take bath only on 5th, 7th and 11th day. 

8. Lactating mother has to stay in the dark for 10 days after delivery. 

9. After delivery mother is given alcohol to drink as it is considered to be healthy. 


10. Colostrum is discarded from mother’s breast as it is considered to be heavy for 
the baby to digest. 


Related to Pregnancy: 


1. Pulses are considered to be heavy to eat and causes gas so it should be 
avoided by pregnant woman. 


Pregnant women should not eat frequently as it will be difficult to digest. 


Pregnant woman should not eat more as it could crush the child inside the 
womb. 


Eating more food during pregnancy causes giddiness and difficult labour. 


Banana and ghee consumed during pregnancy causes difficult labour as the 
child get stuck inside the womb. 


6. The pregnant woman should avoid eating carrots, potatoes, water melon, brinjal 
as the baby will contract tetanus after delivery. 


7. A new born child would be fair in colour if the mother has consumed cumin 
seeds in the morning during pregnancy. 


8. Pulses are difficult to digest and cause gas trouble, so should be avoided by 
pregnant women. 


9. Consumption of brick, black earth makes the pregnant woman healthy. 


10. If swelling on the body during the 2nd pregnancy, the sex of the child would 
be different from the first. 


11. If the pregnant woman has consumed mutton, the child would be heavy. 


12. If the pregnant women has eaten green coconut the new born would be without 
hair on the head. 


_ 13. Wheat bread (chapati) should be avoided during pregnancy. 
14. If a pregnant woman drinks milk with saffron the child would be fair. 


15. Green coconut consumed by pregnant woman makes the child’s eyes big and 
bright. 7 


16. For abortion the pregnant woman should consume decoction of pepper and 
‘ ging er. | 


7. Carrot seeds are considered effective to terminate pregnancy. 
. Te tar us injection leads to abortion. 

Womer having a history of repeated abortion is not allowed to drink tea and — 
JO near flowing water. 
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Beliefs related to illness : 

Ear Infection : 

1. Oil heated with garlic is put in the ear during ear infection. 
2. When pus comes out of ear they put sugar gram in the ear. 
3. When the ear is paining they put groundnut oil in the ear. 


Eye Infection 


1. Eye infection occurs due to excessive heat in the body, by eating contaminated 
food or seeing “Keshuda” flower (Orange coloured flower). 


2. Eye infection is common during summer. 


Jaundice: 
1. Jaundice occurs by eating too much yellow food. 

j 2. Yellow food should be avoided during jaundice. : 
3. To cure jaundice one has to worship “Mataji” (Goddess). pre ae xe a 3 
4. Jaundice among girls is considered dangerous. 3 : | : 


5. Yoghurt and oil eaten together causes jaundice. 


6. A mother and infant may get nes if she remain anno: for one n ath 
delivery. ia 


ie cng gives special water to drink (made after chantin 


3. Increased smoking helps to soothen inflammed air passage. 
4. 2-3 drops of brandy with milk is considered effective to cure acute bronchities. 


5. Charcoal ash, water and “Ajma” (herb) fed to the child helps to cure cough and 
cold. 


6. The healer ties a 25 paise coin around the neck of a child to cure respiratory 
infection. 


Tuberculosis : 
T.B. is considered as taboo and never discussed openly. 
Women’s Health : 


1. If the menstruation starts before the full moon day and the woman conceives 
_ she would give birth to a boy. 


2. If the fourth day on mensturation is , Sunday or Tuesday and she conceives 
_ during that month the sex of the child would be male. 


3 During menstruation woman should not take a bath. 


: “Teg Menstruating woman should nee consume milk as it is in the worship of Lord 
Shiva. oe pa | Wa fe 
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Annexure Il b 


Survey Results in Shankarbhuvan 


1. Health problems observed among women 
related to gynaecological problems, 
women reported to suffer from white 
giddiness and 24% heavy 


Majority of the complaints of women, were 
anaemia and urinary infection. About 46% 
discharge,37% of women mentioned weakness, 38% 


bleeding during menstruation. 


2. Occupational health Hazards 


Majority of the women of this community were involved in cement bag reformulation 
work. They tear off two used cement bags and stitch one out of it. This process 
leads them to inhale cement dust particles which creates further severe health 
problems. Such conditions can make women more susceptible to T.B. However 
during the survey only one woman complained about T.B. Though T.B. was quite 
prevalent amongst women, it remained undetected because they had not got 
themselves medically examined. 


3. Concerns related to pregnancy and child birth 


Women faced lots of problems during pregnancy. Some of them were edema and 
tiredness which were considered normal beet which resulted in serious 
consequences. 73% were suffering from giddiness, 61% fatigue, it means symptoms 
of anaemia was the major problem, next came vomitting 42%, headache 27% and 
oedema 22%. 


Delivery 


The Shankarbhuvan slum was situated in the heart of city and surrounded by 
private medical clinics. However the survey results showed that 57% women get the 
delivery done at home by the local Traditional Birth Attendant (Dais). 


It was noticed that they go to the doctor only when they have problems during 
pregnancy, since for normal delivery it costs more in a hospital. Moreover there is 
a lack of moral support in the hospital. 


About 34% suffered from continuous labour pains for 2-3 days, heavy bleeding, 


29% delivery before due date, 9% the reason for h 
to the due date. r heavy bleeding and delivery prior 


Difficulties during delivery 


Causes of death amongst children upto 5 years of age were also mentioned 


About 49% deaths were — PN s 
and fever. reported due to measles, diarrhoea/vomitting, still birth, fits 


Annexure Ilc 


Survey results in Panchmahals 
Common Diseases 


Diseases commonly reported among children were Malaria, Nutritional deficiency 
diseases, night blindness, diarrhoea, worm infestation, eye infection, measles, 
chicken pox, ear infection, scabies. 


40% children died before five years of age. Causes reported are 27.4% due to 
diarrhoea, 24.3% due to fever, unknown cause 21%, tetanus 6.5%, other due to 
typhoid, swelling, chronic illness, and accidents. 


Age of the child at time of death 
17.4% Immediately after delivery 
4.8% Within one month after birth 
4.8% Within 6 months 

20.9% Within one year 

35.8% Within one year to 5 years. 


Among women 


Anaemia, leucorrhoea, backache, general weakness are commonly found among 
women. 


73% complained of giddiness and extremely tiredness after doing a little work - 
(anaemia). 40% complained of leucorrhoea. 19% complained of repeated abortion. 


Information related to pregnancy and lactation 


None of them were aware of the need of consumption and increased diet during 
pregnancy. Even if some of them were they could not afford to eat more. 


Problems during pregnancy 


100% mentioned about weakness, giddiness, backache, 60% were suffering from 
severe headache, swelling of the feet, 47% poor vision at night, 31.8%, 66.2% had 
prolonged labour pains, 20.2% reported excessive bleeding. 

Delivery | 

bs At out 77% conducted delivery at home, 21% in the hospital, remaining delivered 
the forest or at work place. Those who conducted the deliveries at home 49% 


eco by relative who knows about delivery e.g. mother-in-law, other 
ives. 20% by traditional dais who had not taken any formal training. 


2nts used for delivery 
ut 45% were using unsterilised blade, and scissors, 43% sickle, arrow, stone. 
21% were using sterilised blade and scissors. 
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Tie the cord after it is cut 
Old piece of cloth 56.2% 
Sterilised thread 24.8% 
unsterilised thread 17.8% 
Nadachhadi (red thread) 7.8% 


Both the practices were responsible for the reported high rate of neonatal tetanus 
deaths. 


Lactation 


About 71.4% started breast feeding, three hours after birth, 22.1% three days after 
birth and 6.6% one day after birth,before the breast milk is given few drops of 
goat’s milk or honey/jaggery water were given by a cloth, 32% with Karjoli (shell) 
and others with spoon, cotton or finger. The old piece of cloth was usually dirty, 
which led to diarrhoea. 69% feed Colostrum to the newborn and the remaining do 


not. 

Other common diseases 

20% T.B., 2.4% guinea worm, 1% leprosy were found 
Sources of drinking water 

46.2 well, 24.6% handpump, pond and river 24.2%. 
Cleanliness information 


58% defecate in open ground, 29.2% in pits, 59% wash the hands with mud, 39% 
with ash, 37% only with water and 8% with soap. 66% cut the nail, 34% do not 
cut nails, 27% did not give any reason for cutting the nails. 


Family planning 


Sterilisation method is most acceptable. 39% have undergone sterilisation, out of 
which 4.2 were men and women 34.2%. 
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Annexure - Ill 


Nutrition and Health related short term trainings 
conducted by CHETNA for GOs and NGOs 


Name of Participants of Type of 
organisation GOs/NGOs Training 


GUJARAT STATE 
| 1984 
j | Training for the Govt functionaries 


| Vikas Vidyalaya, -Anganwadi workers Child care 
| wadhwan - (AWW) Nutrition 


| pana Avadhut Vadi AWW | : 
si silimora, Valsad 


Gujarat Bal Kalyan AWW 
angh, Ahmedabad 


-DHO,CDPO, M.O. 


Medical Officers 
Para Medical staff — 


i Prevention Trust, 


E] 
* 


| Ahmedabad, 


4 committee members 


Name of Participants of No. of 
organisation GOs/NGOs days 
1985 

Training for the Govt Functionaries 

ICDS Gujarat, Medical Officers 2 


Bharuch, Valsad CDPO, Supervisors ICDS 
Surat,Banaskantha 
Baroda,Himatnagar 


DWARKA 


Gram Seva AWW 2 


| Mandir 

Vikas Vidyalaya 
~Wadhwan 

| Gujarat Bal Kalyan 
| Sangh 


AWW 4* 


AWW 2 


Vallabh Vidyanagar 


Gujarat Crime Supervisors 2 


(ICDS) 


Gijubhai_ centenary AWW Se 


Nutrition — 


= Nutrition 


hi 


Type of 
Training 


ICDS Orientation 


Nutrition 
Health 


Child care 
Nutrition — 


Child Care cue 


Health = wee 


i 4 Name of 
organisation 


1986 


Participants of No. of 
GOs/NGOs days 


Training of the Govt Functionaries 


Vikas Vidyalaya, 
Wadhwan 


Gujarat 
Vidyapith 
4 Ai Vijapur 


Social Action for’ 
| Rural & Tribal 


Gramin Vikas Mahila 
Sangh, Ahmedabad 


Training programme for the functionaries of NGOs 


eetanis of India 


AWW 8* 


AWW 1 


Women Vat 
Yuva workers 


Teacher 2 
Helpers 
Women of the 2. 


community 


Ma 
Pec 


ate tes 
> : : : ae $<57 5. : —_ r= a 7. 
po Vat ayaa tae eG 
ee Sta fe an ; . Ns = a E et, re E ; 
Gad } ~ | 2 < : 


Type of 
Training 


Child care 
Nutrition 


Growth 
Monitoring 


Maternal care 
and Nutrition 


Nutrition 
Health 


Nutrition 


ie arte. 
4%4 4% 


nig ation: ‘< <a 
_ ae 


Participants of No. of Type of 


Name of a 
organisation GOs/NGOs days Training 
1987 
Training for Govt functionaries 
Bharatiya Gramin AWW 4* Growth 
Mahila Sangh Monitoring ? 
Ahmedabad 
Bhansali Trust AWW 2 Nutrition 
Radhanpur Antenatal care 
| Growth monitoring 
USAID AWWs 1 Growth a 
~ Panchmahals Supervisors Monitoring & | 
| Nutrition ee 
Vikas Vidyalaya AWW a Growth em 
| Wadhawan Monitoring ee | 
Nutrition = eee = 
| Gujarat Kelavani AWW { | Immunisation -* yee ag 
Training for the functionaries of NGOs 


BT 


Parents | ie 
_ of Day Care Centres 


2 Name of 
; organisation 


1988 


Participants of 
GOs/NGOs 


Training for the Govt Functionaries 


> Family planning 
| Ahmedabad 


Gujarat Kelvani 
Trust, Ahmedabad 


Bharatiya 
Mahila Gramin 
Vikas Sangh 


Farmers training — 
centres of 
Government of 

| Gujarat Kelavani 
| Trust, Ahmedabad 
| Vik “ oy | 


ac 
i aga 


WA, Ahmedabad 


a 
——> 


- ee 


il 
S 


E\ 
or. 


ae 


4 eon 


AWW 


AWW 


AWW 


Women 
Extension 
workers 


AWW 


AWW 


aining for the functionaries of NGOs 
Creche 


Balwadi 


No. of 
days 


A 


8* 


Type of 
Training 


Nutrition 
Health 


Growth 
Monitoring 


Growth 
Monitoring 


Nutrition 
Health 


Growth monitoring 


Growth monitoring 
Child care 


a cee . és ra & .* ts \ 


Ades” 
ha San : 


Name of Participants of No. of Type of 


organisation GOs/NGOs days Training 


1989 
Training for the Govt. functionaries 


Gujarat Kelavani AWW 2” Growth monitoring 
Trust, Anmedabad 
Vikas Vidyalaya AWW 8 Growth monitoring 


Child care 
Nutrition 


Wadhwan 


Social Action TBA 2 Nutrition 
for Rural and Health 

Tribal Inhabitants aseptic 
Godhar,Gujarat Delivery 


Aga Khan Health Community 12 Nutrition & 
Services Health workers Health 
Jonpur, Chorwad batch) 


* 1 day training per batch 
1990 


Gujarat Kelavani AWW 1 Growth monitoring 
Trust Training 

Centre, Juhapura, 

Ahmedabad, Gujarat 


Vikas Vidyalaya AWW 8 Nutrition 
Wadhwan (2 batches) Growth monitoring 


Vikas Vidyalaya AWW 8 Growth monitoring 
Wadhwan (2 batches) Child health 


nutrition 
Gujarat Kelavani AWW a Growth monitoring 
Training Centre at 
Ahmedabad 
Training for the functionaries of NGOs 
SEWA,Ahmedabad BT 2 Fertility Awareness 
.Gram Seva Village 3 
; Health 
Mahavidyalaya women Nutrition 


Sadra, Gujarat 


1 day training per batch 
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Name of Participants of No. of Type of 


organisation GOs/NGOs days Training 
Mahila Samakhya Supervisors 8 Aseptic delivery 
Sabarkantha 

District 

Aga Khan Health Community 5 Nutrition & 
Services , Health Volunteers Health 

(AKHS) Chitravad 

and Jivapur 

Christian BT 25 Nutrition & Health 
Children’s Fund child 

(CCF), Ahmedabad | Development 


Sadguru water & 


| Development eee er . Aseptic delivery 
_ | Foundation (SWDF) | 
| Dahod 


Participants of 
GOs/NGOs 


Name of 
organisation 
RAJASTHAN STATE 


1985 
Training for NGos functionaries 


Sewa Mandal, 


Meghraj Teachers 

1986 

Training for functionaries of NGOs 

Social work CCF 
~and Research HW 

Centre (SWRC) school 

Mada District, teachers 

Dungarpur 

Uttari Rajasthan HW 


| Milk Union 
| (URMUL), Bikaner, 


} 1987 : 
| Training for the NGOs functionaries 


No. of 
days 


Type of 
Training 


Child Care 


Nutrition 
ait = 
r fo 
BERRA eo 2 
Nutrition 
Health 
Child vale 


Name of 
organisation 


Participants of 
GOs/NGOs 


Uttari Rajasthan extension 
Milk Union Ltd., workers 
URMUL, Bikaner 


URMUL, Bikaner Health Sathis 
Sarva Seva Farm TBA 


-Banswada 
—1989 
Training for the functionaries of Govt. 
~DRDA TBA 
| Udaipur 
| Training for the functionaries of NGOs 


| Sevagram Adolescent 
_ | Vikas Sansthan girls 
_| Bharatpur 
_| Uttari Rajasthan HW 
| Milk Union Ltd., 
(URMUL), Bikaner 
S ja Mandir Health 


Educators 
ue ote 


15° 


Type of 
Training 


Nutrition & 
Health 


Alternative media 
Safe delivery 


Safe delivery 


Health & 

Nutrition 

Nutrition 

Health 

Child care | 


Name of Participants of No. of Type of 


organisation GOs/NGOs days Training 


1991 
Training for the functionaries of Govt. 


Nutrition 
Health 
Child development 


ICDS, Rajasthan Supervisors 28" 


Training for the functionaries of NGOs 


NGO from Rajasthan ‘TBA trainers 5 Content & 


Training skill 
1992 
Training for the functionaries of NGOs. 
URMUL Trust Supervisors 4 Nutrition & Health 
Bikaner Trainer's skills 


Rajasthan 


OTHERS 


1986 
SNDT Women’s 


University HW 3 Nutrition & 
Bombay, Health 
Mharashtra 


1987 


Narmada Community 3 Nutrition & 
Dharan Samiti Health Health 
Dhule volunteers 

Maharashtra 


1988 
ICDS & PHC CDPO, M.O. 2 Nutrition 


functionaries Supervisors 

and Health 
at ico ANM,AWW focusing on 
an andra itori 
cede pur growth monitoring 
a 4 on 2 Growth monitoring 
cen -O. A.N.M. and Nutrition 


7 days in each training 
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Name of 
organisation 


Day Care Centre, 
Aga Khan Central 
Education Board, 
Bombay, Maharashtra 


Aga Khan Education 
Services, Bombay 
Maharashtra 


Aga Khan Health 
Services, Gujarat 
Pradesh 


1987 


Ankur 
New Delhi 


_ | Save the Children 
_| Fund, New Delhi — 


Deepalaya Plan — 
Programme, Delhi 
an, a 


ia 


ee i . a wee os 
‘ASP *PEARR SE 
tiie Slane = , 
ae 7 A. “t In “ att 
| | y e ji 
- sah - ane? aye. 2 
a i = : an 
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Participants of 
GOs/NGOs 


‘Teachers 


Day Care Centre 
Teachers 


Health workers 
from Gujarat, 
Maharasntra, 
Andhra Pradesh 


Community 
organisers & 
Co-ordinators 


BT 


Type of 
Training 


Nutrition, 


Health 


Child Care & 
Nutrition 


Nutrition 
Health & School heal 


Nutrition & 


Health 


Child health 
Maternal health - 


Health&® | 
Nutrition = | 


Name of Participants of No. of Type of 


organisation GOs/NGOs days Training 


1986 


Integrated Rural 
project for health 8° 
and Development 
(NIRPHAD) at 
Najhil, Mathura, U.P 


1988 
NIRPHAD, Vrindavan, HW 5 Nutrition & 

U.P, Health 

Naujhil Integrated Child Development 


Rural Project for 
Health & Development 


Nutrition 


Bhuvneshwari BT 4 Health & 
Mahila Ashram Nutrition 
Aanjahisain, Garhwal Child care 
U.P Maternal care 


Laxmi Ashram BT 4 Health, 
Kausani, U.P. Nutrition 
Child development 


Sarvodaya Community 3 Nutrition 
Ashram workers Health 
Hardoi, U.P. 

Laxmi Ashram BT 4 Nutrition & 
Kausani, U.P. ; Health 
Arthik Samata BT 3 Sanitation 
Mandal, Nutrition 
World vision of BT 5 Nutrition 
India Maternal/child care 
World vision BT 4 Nutrition & 
of India Health 
DEWAS, M.-P. 


Communication 


Atma Swasthya Rural women 3 iti 

Kendra (ASK) at Neale : 
Ghananalti, Simla 
Himachal Pradesh 


4 days training per batch 


78 


Name of 
organisation 


Centre for Youth 

and Social 
Development (CYSD) 
Bhubaneshwar, Orissa 


Orissa Voluntary 
Health Association 
Bhubaneshwar, Orissa 


Bharatiya Agro 
Industries 
Foundation (BAIF) 


| Shramik Bharati 
| Kanpur, U.P. 


| | Mahila Jagruti 
| Ke dra 


, Bihar 
vii dr hing’ precesh 


Participants of 
GOs/NGOs 


Slum 
women 


BT 


TBA 


HW 


Village © 
women 


~ Health 


Type of 
Training 


Nutrition 
Child care 
Maternal care 


Nutrition 
Health 
Child Care 


Anatomy, 


physiology 
Ante natal, 


natal and 
post natal 
care 


Health & 
Nutrition 


Nutrition and 


Immunisation 


Name of Participants of No. of Type of 


organisation GOs/NGOs days Training 


Purvanchal Gramin Safe delivery | 
Vikas Sansthan | oS eid 
Gorakrpur, U.P. ‘Tosget) 


Atma Swasthya HW 
Kendra, Simla, M.P. 


~ SNDT Women’s 
University, Bombay Workers 
(Rural wing) | 
Guru Milk ANM Nutrition 
Co-operative Health 


Bhatinda, Punjab Adolescent 
| health 


Creche Health & Nut ont 
Child care 


Abbreviations used 

| Integrated Child Development Scheme 
_ Anganwadi Worker é 
Child Development Eeogiamine Officer 
Health Worker 
- Auxilliary Mid Wife 
cena? Birth attendants . —— 
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Publications available in Gujarati & Hindi 


1. ICDS Kit... ccscessssssssctessscssssenssenseesnsssansncesseseaccsbansnedsenncasensssuperegsesasseQneeee 100.00 
2. Multi coloured posters : Map litho } (Gujarat only) ccreeeeesseeeeeeetetesssee 50.00 
Laminated}... A <= ¢eceeeeee 160.00 
FJ CHIN Care: Kibo occccincecsncincecsoacee sti xenssingnanacoatacnagnacesndesieeue ean tnannennnnnnn ... 60.00 
4. Health: & Nutrition manvall. .....:<css00s-s0smcus<s-7s<papeeeesee neues ennen bene 60.00 
5. Flip charts ON GisGAS€S .....iisssscscn-<a-nd0cct<+s:easneeeleeeageeal ean: <><q-nepaes aan aan 40.00 © 
G. Ghild Birth: Pleture BOOK ..osccccctcc.ccs0c0cs0.100+.s0eresss20sepeainn ona 15.00 | 
PEE OUCAIORS MANUAL ca. 5a. oosa000-csnnacaesesddessoageceseseetsncasouguadeeaeeee aaa eae tue’ 25.00 
SICDS Manual (Gujarati Only) .-......:-+-..s-0xe>:0204-enienes-sppeneveenas asks eaeeen ann 10.00 — 
BBE AIAN cvs vs gcas sch cies<cunsgiisccssnds o>nag 2iegsig Pas Sanceg ac one ar 


=.) Dat mandal (Set of 4 manuals)-........iss-ss09.2-<c00008 <acee es 5 ga 
Rite ePIC etl ee ee ee ee case f- «sso + 10.00 : 


| 2B GE 2S Re eee ee ean ee R RMI Co cae 
Poe FREEING BOOK 252. 66-55: scescdoctivan -bopvesiecdternie sent ie ee = 
14. Manual on weaning f00d ............ SSR a ee occas 
15. Kathputli Ke saath sikhna: aur sikhana ee only) Beran ee sees os 
16. ORS spoon and Glass Fogo te can ee 

* ete 2S "Publications available in English 

= Educators’ manual .. 2s So ee Cane See <eee ae 

— Riper, ites o3) So ae cate Beg = SEL 
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Training And Nutrition Awareness 
1p Road, Shahibaug, Ahmedabad-380 004 


